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Executive Summary 

 
This report summarises the findings and recommendations from a strategic review of Adult 
Speech and Language Therapy services in Leeds.  The review was sponsored by NHS 
Leeds (NHSL), Leeds Community Health Care (LCH) and Leeds Teaching Hospitals NHS 
Trust (LTHT). The review was undertaken between January and April 2012 by the Whole 
Systems Partnership.  Its overall purpose was to review care pathways across the health 
economy ( both hospital and community) with a desire to improve quality by matching 
provision to need and utilising an expert workforce effectively  and flexibly across acute and 
community settings to deliver cost effective services.  
 
The review consisted of: 

• An analysis of current services in Leeds through a review of available documentation 
and structured interviews with a range of stakeholders to gain their perspectives on 
the strengths and issues associated with current services and vision for the future. 
The findings were presented and confirmed at a stakeholder workshop. 

• Development of an exemplar systems model of Adult Speech and Language Therapy 
(ASLT) pathways and use this to simulate the impact of alternative scenarios of 
service delivery. The model was based on available information on current pathways, 
patient flows and quantified activity and service inputs. The model and outputs were 
presented and tested at a second stakeholder workshop. 

• Development of recommendations and the components of a high level action plan 
based on the outcome of the service analysis and modelling.  

 
The review was set against a back cloth of a number of assessments over recent years of 
aspects of ASLT in Leeds that had highlighted ongoing concerns over the poor level of 
access and inequitable access to ASLT in the city and the risks and costs associated with 
this. However, it was recognised that resolution of these problems does not sit within the 
remit of a single organisation or single part of the care pathway but that a whole system 
approach to ASLT is required. The focus of this review has thus been to take a high level 
approach across the whole system. 
The service assessment has indicated that: 

• There is a strong ASLT team in place with specialist skills, successful in 
securing additional funding and in developing innovative services and 
partnerships. 

• Access to the service is inequitable with a high level of unmet demand; 
patients are not seen in a timely manner or not at all. There are significant 
service gaps and ‘excluded’ groups in hospital and virtually no direct access 
service in the community. 

• Poor access results in higher rates of chest infection, malnutrition etc, hospital 
admissions, readmissions and length of stay and patients on enteral feeds 
who could potentially be fed orally. 

• Priority is given to swallowing problems because of the higher clinical risk to 
the detriment of people with communication needs who are not receiving the 
support they need. 

• There is no overall plan for the hospital service and alignment with the LTHT 
Trust vision. The allocation of staffing across specialties / wards is inflexible 
and based largely on historic custom and practice.( Within specialties in 
receipt of a service it is based on risk and clinical need.) The current inter 
provider agreement is not deemed fit for purpose by LTHT. 



ii 
 

• There is inadequate support to Care Homes, hospices and other residential 
units and for those with palliative care needs a home. 

• Professionals and users and carers are confused on pathways and how to get 
support. 

• Poor access to SLT  results in  compromised patient outcomes, clinical risk 
and patient safety issues, non compliance with NICE and other guidance,  
significant inefficiency and unnecessary cost in the system 

• The lack of access for people in the community to an ASLT service is having 
a significant impact on the quality of life for many people impacting on their 
ability to communicate, maintain employment, make choices about their care 
and life and eat an ordinary meal.  
 

For the future stakeholders have indicated the desire to see a service which: 
 

• Provides equitable access to care for those in need across all settings; 

• Provides timely input of specialist SLT skills where these can best  add 
value; 

• Provides for shorter, streamlined care pathways that are more cost effective; 

• Is based on MDT and integrated working; 

• Provides education, training and awareness raising with other professionals, 
service users and carers and the third sector  and a transfer of skills so that 
others can take on some of the current SLT work; 

• Provides care closer to home; 

• Where communication and long term support is seen as important and is 
given as much priority as the service for people with swallowing problems. 

 
Systems models look at the linkages between steps along a care pathway and how 
changes to anyone step may affect the others and the outcome of the whole system. 
A prototype systems model for long term conditions has been developed as an 
exemplar.  It can be scaled to other areas and provides learning which is more 
broadly applicable. The model has been based on an understanding of current 
pathways, available data on patient flows, activity etc and a series of assumptions on 
the potential impact of SLT intervention.  It has been used to give an indication of the 
quantified level of impact that might be achieved through the application of a 
quantified intervention (additional staffing, additional referrals, and increased 
productivity). Five different scenarios have been simulated. 
 
There have been significant problems in securing robust information on which to 
base the model and the outputs must thus be treated as illustrative. They do however 
provide a basis for discussion and further work. The model outputs indicate that: 

• Changing one part of the system impacts on other parts and thus the need to 
look at the system as a whole when making any future changes. For example, 
increasing inpatient staffing significantly increases the waiting list and times 
for the outpatient service as  there are more inpatients referred on for follow 
up outpatient SLT. 
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• Differing scenarios with their underpinning assumptions have differential 
impacts on activity (patients seen, avoidable bed days, hospital admissions 
and readmissions, waiting lists and times).  

• That combining a number of service changes do not necessarily produce 
additive impacts. This means that careful consideration needs to be given to 
the precise combination of service change / development that might be 
implemented. 

 
• That there are significant potential benefits and financial savings for both 

NHSL and LTHT that can be secured through investment in additional SLT. 
Further work however is required to both improve the data and assumptions 
on which the model is based and to do more detailed work on costings and 
savings across the system to determine more accurately the extent to which 
these might be achieved. 

 
Based on the assessment of the current service and the systems model for long term 
conditions a series of recommendation have been made. These are detailed more 
fully in the report. 
 
Commissioning, planning and performance 

a) A strategic service plan should be developed for ASLT in Leeds based on an 
integrated service model. 

b) A clear set of service standards is developed and made explicit to referrers and 
service users. 

c) A single service specification and contract is put in place by NHSL/CCGs for the 
provision of ASLT in all settings. 

d) A performance management system is put in place across the whole of the 
service as a priority, to begin to collect the intelligence required for day to day 
management and future service planning and redesign. 

 
Developing community services 

e) New investment be prioritised to provide funding equivalent, as an absolute 
minimum, to an additional 4.5 wte community ASLT staff to focus on people with 
long term conditions. This new community staffing should be linked to the 
integrated health and social care community teams that are being established in 
Leeds. 

f) In investing in and developing a community service explicit account is taken of 
the requirements of people living in care homes, those in hospices, receiving 
palliative care at home and in learning disability residential units. 

g) In developing community services appropriate account is taken of balancing the 
often prioritised needs of those with swallowing problems with the longer term 
needs of people with communication needs. 
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h) That the default location for the delivery of ASLT for patients referred direct from 
the community or for former inpatients with a continuing need for SLT after 
discharge should be the community, unless there is a specific need for specialist 
equipment or MDT team input that can only be delivered in a hospital outpatient 
setting.   

i) The new community neurology Team SLTs and East Leeds ASLT staff resources 
are merged into a single team along with additional community investment 
(Recommendation e) to provide a general service to adults in the community. 

 
j) The management of the adult SLT learning disability service is moved to the 

ASLT team manager and that the staff are linked to the developing community 
service. 
 

 
Services for inpatients 
k) The deployment and skill mix of ASLT within LTHT is reviewed in order to ensure 

the capacity of the specialist skilled staff available is utilised to maximum effect 
and that prioritised needs are met within the available resource. 

l) The intelligence from the modelling work is used by LTHT as a basis for more 
detailed work on how ASLT can contribute to the achievement of its ‘Managing 
for Success’ programme.  

m) As part of the review of LTHT staff deployment a move away from the current 
demarcations of staff to particular specialties towards a broader generic team is 
implemented, whilst ensuring specialist expertise is retained. 

Skills, education, learning 
n) A programme is established to raise awareness and expand the knowledge and 

skills of others by ASLT to improve patient care and maximise the resource input 
available.  

o) There is a review of the skill mix of staff in all settings relative to caseloads to 
identify opportunities for skill mix and potential productivity gains. 

p) ASLT management and staff develop links with wider community services to 
share learning and expertise. 

The high level actions required to take forward these recommendations in the short 
term are included in the report. Further detailed work will be required to develop this 
into a fully fledged programme of work. Taking forward the work programme will 
require clear leadership across the whole system and dedicated management 
resource and expertise. The full report will be presented to the NHSL Transformation 
Board. 
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1 Introduction and background 

1.1 Purpose of strategic review 
Adult Speech and Language Therapy (ASLT) provides evidence based services to respond 
to and meet the needs of people who experience speech, language, communication, voice 
or swallowing difficulties. NHS Leeds (NHSL), Leeds Community Health Care (LCH) and 
Leeds Teaching Hospitals NHS Trust (LTHT) wished to undertake a whole system review 
of these services in Leeds. The overall purpose was to review care pathways across the 
health economy ( both hospital and community) with a desire to improve quality by 
matching provision to need and utilising an expert workforce effectively  and flexibly across 
acute and community settings to deliver cost effective services. Objectives for the review 
were identified as: 

 

• Provision of an equitable service across the local health economy; 

• Pathway redesign to ensure patients receive the right input at the right time by 
the right person; 

• Delivering care closer to home through the identification of opportunities to 
transfer  non acute services from a hospital to a community setting; 

• Improving community provision so preventing unnecessary hospital admissions 
and readmissions, improving clinical outcomes and reducing morbidity; 

• Simplifying pathways and reducing length of stay for hospital inpatients; 

• Identification of potential cost savings resulting from reduced admissions and 
length of stay, and reductions in the number of enteral feeders, PPIs and feed 
supplements. 

 
The review was set against a back cloth of a number of assessments over recent years of 
aspects of ASLT in Leeds. These have all highlighted the ongoing concerns over the poor 
level of access and inequitable access to ASLT in the city and the risks and costs 
associated with this. However, it was recognised that resolution of these problems does not 
sit within the remit of a single organisation or single part of the care pathway but that a 
whole system approach to ASLT is required. The focus of this review has thus been to take 
a high level approach across the whole system. 

1.2 Scope and methodology  
The review covered all speech and language services for adults in Leeds irrespective of 
setting and managerial arrangements. The review was overseen by a small steering group 
that included representatives from LTHT, LCH and NHSL.  
 

The review was built around three main phases of work: 

• An analysis of current ASLT services in Leeds; 

• Development of  an exemplar  systems model of ASLT pathways and use  to 
simulate the impact of alternative scenarios of service delivery; 

• Development of recommendations and the components of a high level action 
plan based on the outcome of the service analysis and modelling.  

Phase 1 involved the mapping and assessment of services in Leeds in both a qualitative and 
quantitative way to gain insight and understanding of the current position. This was achieved 
through a desk top review of relevant documentation and information and a series of 
structured interviews with key stakeholders from across the system. The assessment was 
shared and confirmed at a first stakeholder workshop. 
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In phase two, information on the nature of current pathways was compiled along with 
quantification of pathway flows from which a systems model was developed for the ASLT 
Long term condition pathway (LTC) as an exemplar.  Simulations were developed for a 
number of alternative scenarios that illustrated their relative impact. The model was shared 
at a second stakeholder workshop and the implications of the outputs debated. 

In phase three a series of recommendations were developed based on the findings of the 
service assessment and model outputs. An outline work programme was developed in 
conjunction with the Steering Group to take the review findings forward.  

2 Adult Speech and Language Therapy in Leeds – Current position 

2.1 Management and contractual arrangements 
All of the ASLT service in Leeds (irrespective of setting) is provided by LCH who employ 
the staff and manage the service. The ASLT service provided in the community is funded 
by NHSL. It forms a part of the overall contract for all community services in place between 
NHSL and LCH, but with its own service specification.   

The hospital ASLT service is commissioned by LTHT from LCH. In 2011/12 a formal inter 
provider agreement was put in place that details the service (level, location and value) to be 
provided. LTHT pay for the actual level of service received. Within LTHT, the budget and 
inter provider agreement are managed by the Urgent Care Directorate Manager. 

There is an ASLT Manager responsible for the majority of the ASLT staff. However, staff 
working in some multi disciplinary teams, such as the Community Stroke Team (CST), are 
managed through their operational service manager but with professional supervision from 
within the SLT service. The LCH General Manager for Long Terms Conditions has overall 
responsibility for both the ASLT and Operational Service Management. There is a small 
learning disability service for adults hosted by Leeds and York Partnership NHSFT (LYPFT) 
which is managed by the paediatric SLT service within LCH. 

2.2 Funding and staffing 
 
Total investment in ASLT including staffing, on costs, non pay and management charges is 
c.£1.4m.  This is split between community £0.3m and £1.1m LTHT hospital services. The 
latter includes   funding from Macmillan for two posts in Head and Neck oncology which 
finishes in 2013/14. These costs will  then be picked up by LTHT. The level of funding 
provided by LTHT for the hospital service is determined by the Trust and there is no explicit 
link between the level of service and funding secured by LTHT through PbR  tariff ( e.g. 
Inpatient tariff will include an element of ASLT). 
 
In total the overall ASLT staff compliment in Leeds is 27.9 wte (26.1 excluding  
management and administration). Table 1 below details the bandings for these posts and 
indicates that this is a comparatively high banded staff group reflecting qualifications and 
expertise.  
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Banding Hospital Current Staffing 

(WTE) 
Community (WTE) 

Band 8a 2.1 0.8 
Band 7 7.6 3.4 
Band 6 9.3 2.4 
Band 5 0.6  
Band 3 0.4  
Total 20.0 6.6 

  
Table 1: ASLT Staff bandings     

2.2 Service Components  

All services across hospital and community operate on the basis of standard working hours 
five days a week, with no on call  component. Full details of the services provided are 
detailed in Appendix 1. 

2.1.1 Community Services 
 
There is currently an extremely limited community ASLT service comprised of a number of 
components detailed in Table 2 below: 

 

Team Service  provision 
 Staffing WTE 

Community Stroke 
Team 

The SLTs form part of a multi disciplinary team 
providing care for up to 10 weeks in the community for 
people on discharge from hospital following a stroke 
 

3 wte 

Community 
Neurology service: 
 

 
a) East  Leeds    
 
 
 
 
 
b) Community 

Neurology Team 
 
 
 

 

This service has recently aligned three small service 
components to form the basis of a community 
neurology service. 
 
This post provides a direct access service for GPs and 
other community staff for adults living in the East 
Leeds area. Its limited geographic coverage reflects 
historical funding arrangements with the former  five 
Leeds PCTs. 
 
This new team commenced on 30th April 2012 and 
includes ASLT staff previously working in the Young 
Adult Team (YAT) and Community Rehabilitation Unit 
(CRU). The new service is for all adults with a 
neurological condition in the community 
 
 

 
 
 
 
0.5 wte 
 
 
 
 
 
1.1 wte 
 
 
 
 
 
 

Learning Disabilities 

This service provides SLT input to adults with a 
learning disability across all settings. It is focused on 
those with the highest level of needs. 
 

1.5 wte 

 
Table 2: Community service provision 
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2.1.2 Hospital Services 
Under the terms of the inter provider agreement, the ASLT is aligned with specific 
specialties / wards. This means that not all specialties and wards in LTHT who require a 
service are able to access it. However, some discretion is used by management to 
provide limited input to some of the areas outside the agreement.  The table below details 
the current service provision with staff identified against service areas in line with that 
specified in the inter provider agreement.  

 

Area  Service Staffing 
  In patient Out 

patient 
Stroke Acute Stroke and Stroke Rehabilitation cover 

across  all LTHT Stroke wards 
Outpatient cover provided for all patients under the 
care of an LTHT consultant with swallowing and/or 
communication needs 

6.6 wte 0.3 wte 

Head & Neck 
Oncology 

SLT Oncology Team to Surgical & non surgical 
H&N Cancer service covering Leeds & Yorkshire 
Cancer Network patients across LTHT. Also 
provides follow up in consultant clinics. 
Staff are core members of H&N MDT 

3.5 wte 
 

 

ENT Outpatient only for Leeds patients & tertiary 
referrals. Includes Reflux Service - clinic & 
PPI/step down/off clinic 

 1.3 wte 

Brain & CNS Yorkshire Region Brain and CNS patients 
presenting with swallowing, voice and or 
communication problems. Includes Leeds and 
Yorkshire Region patients 

2.0 wte) 0.1 wte 
follow up 

General 
Medicine and 
Care of the 
Elderly 

Specialist intervention to patients under the care of 
an LTHT Elderly or General  Medicine Consultant 
for swallowing, voice or communication input 

1.2 wte 
 2.0 

wte 

Respiratory Patients with swallowing, voice, communication 
problems  on the Respiratory pathway 

Staffing provided from 
within Gen Med / Care 

Elderly 
Neurology 
Rehabilitation 

Specialist Neurological rehabilitation for 
swallowing, voice, communication disorders post 
neurological trauma / event 

1.0 wte  

Neurology 
Acute 

Acute service for non stroke patients with a 
neurological presentation 

0.4 wte  

Neurosurgery  Specialist cover including Neurosurgery, ICU/HDU 0.7 wte 0.1 follow 
up 

MND Patients with swallowing, voice, communication on 
the MND pathway 

0.2 wte 0.2 wte 

TOTAL  15.6 wte 4.0 wte 

Figures exclude management and administration and a Band 3 0.4 wte  

Table: 3 Hospital Service Provision 
The above table details those specialties that receive a service. No service is available 
currently to oncology (excluding Head & neck and Brain & CNS), cardiology, 
gastroenterology, vascular, renal, ortho geriatrics, surgery and MAU/ICU/HDU 

2.3 Activity 
In undertaking the review it has proved difficult to secure robust, up to date and 
comprehensive information on the level and nature of the activity undertaken by the ASLT 
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service in Leeds. This reflects, in part, historical arrangements in terms of the recording of 
information by different staff on different information systems. This however has made it 
difficult to get an overall picture of service performance.  

2.3.1 Caseloads and activity 

The information that has been provided is summarised in the tables below. Overall the 
service (Excluding Learning Disability) provides around 10,900 interventions per annum 
across all settings. This is not the number of individuals treated, as a significant number of 
outpatients will have been seen within the inpatient service previously. At an aggregate 
level this represents approximately 500 persons per annum (or 10 a week) per WTE on the 
establishment (at any one point in time the actual WTE available will be less due to sick 
leave, maternity leave etc). The annual activity levels are detailed in Tables 4 and 5 below: 

 

 Inpatient  Out patient  Community  

 

Caseloads 175 976 127 

Accepted referrals per 
annum 

4628 5460 800 

Figures exclude Learning Disabilities 

Table 4:  Total Caseloads and accepted referrals all settings 
 

Community CST East Leeds CRU/YAT++ 

Caseloads 65 50+ 22 

Accepted referrals 
per annum 

520 208 71 

Hospital Stroke Head &** 
Neck 

ENT+ Long Term 
Conditions* 

Caseloads:     

Inpatient 70 15 0 90 

Out patient 40 400 259 277 

Accepted referrals 
per annum 

    

In patient 1196  

( 181 per wte) 

780 

222 per wte) 

52 2600 

475 per wte 

Out patient 520 

1733 per wte 

1560 

446 per wte 

520 

400 per wte 

2860 

1192 per wte 

* LTC = Brain CNS, Elderly, General Medicine, Respiratory, Neurology (acute, rehab, neurosurgery, MND) 

** Head & Neck WTE carry both an inpatient and Outpatient follow up caseload 

+ ENT outpatient staff cover the small number of inpatients 

++ This activity is within the community neurology team from 30th April 2012 

     Table 5:  Total Caseloads and accepted referrals hospital and community by   
      service/team 
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Table 6 below outlines the problems / conditions seen by ASLT. The majority of ASLT 
provision across the Leeds economy is clinically required to treat dysphagia1 with some 
specified provision to support communication disorders. Dysphagia is associated with 
malnutrition, dehydration, chest infections (aspiration pneumonia) extended hospital stay 
reduced rehabilitation potential and increased rates of morbidity. 

 
 

 Stroke Head & Neck ENT Long Term 
Conditions 

Problems / conditions     

Swallowing 80% 65% 10% 75% 

Communication/voice 15% 35% 80% 25% 

Other 5% 0% 10% 0% 

Table 6: Problems seen by hospital service 
2.3.2 Waiting times   
Inpatient referrals are normally seen within 2 working days. To an extent demand and supply 
are matched as consultants and wards are aware of the level of service available and reflect 
this in the referrals sent.  Hospital consultants only refer urgents. Every day the service receives 
clinically appropriate referrals from wards that are not covered by the ASLT inter provider 
agreement which cannot be seen.  

 
As GPs are aware that there is a lack of a community service in most of the city, generally they 
do not refer to ASLT seeking to route any priority patients through consultant outpatients. The 
service receives around 520 LTC referrals per annum from community clinicians which are 
clinically appropriate but are rejected as they do not meet the referral criteria (e.g. must be 
under the care of an LTHT consultant).  
 
There is therefore significant unmet demand across both hospital and community settings  not 
reflected in waiting times. 
 

The Table below details the current position on the number waiting for an outpatient and 
community appointment and longest and shortest waiting times. As the position varies across 
individual clinics it has not been possible to secure information on average waiting times. 
However, for hospital services as priority is given to dysphagia, due to clinical risk, the shortest 
waiting times are generally for this group and the longer waits for people with communication 
problems. Based on the split of work this suggests approximately 75% of patients wait for the 
shortest times indicated below and 25% for the longer waiting times. For community services 
the upper and lower waiting times can change quickly due to fluctuations in referrals because of 
the small staffing compliment aligned to each specific service area. The position on waiting 
times does vary over time and is impacted on significantly by staff availability. For example, 
recent additional temporary administrative cover to ENT has freed up SLT staff time and 
improved systems and processes facilitating a reduction in the waiting time from around 10 to 4 
weeks. 

 

 

 

                                                
1 Dysphagia – Difficulty in swallowing 
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 Stroke Head & 
Neck 

ENT Long Term 
Conditions* 

Outpatient:     

No. of patients on list 15 N/A 20 65 

Longest waiting time 10 weeks 

 

None- Seen 
in MDT 

capacity as 
part of 

consultant 
clinics 

3 weeks        
(Reflux 
clinic) 

 

10 weeks 

 

Shortest waiting time -  
Urgents 

3 weeks              1 week 

 

3 weeks           

Community CST East Leeds CRU* 

 

YAT* 

No. of patients on list 30 20 3  1 

Longest waiting time 4 weeks 

 

7 weeks 

 

8 to 12 
weeks 

 ( from 
transfer to 

CRU) 

6 weeks 

(ave.) 

Shortest waiting time 1 week  3 weeks 4 weeks( 
once within 
CRU- E&D 

clinic) 

 

 * From 30th April 2012 YAT & CRU staffing is now within the Community Neurology Team 
 with new processes  for management of waits  

 Table 7: ASLT Waiting Times and waiting lists 

2.4 Benchmarking 
There is no source of benchmarking information that would allow consistent comparison 
across PCT areas and Trusts. The ASLT service have provided some comparator 
information secured directly from other services. This needs to be treated with a degree of 
caution as it can never be certain whether there is an exact like for like comparator.  

Compared to a total ASLT staffing in Leeds of 26.6 WTE (plus management and admin)  
Glasgow Trust has 45 ASLTs and Sheffield Trust 40 ASLTs providing services across 
acute and community settings.  

The comparators available for community services are as detailed in the table below: 
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Area WTE Total 
Population 

Population per 
WTE 

Inclusions 

Sheffield 14.1 521,000 36,950 Includes general 
community, MH & LD & 
community stroke team,  

Medway 5.2 257,000 49,423 Includes general 
community, community 
stroke team, Brain Injury 

Newcastle 4.0 271,000 67,750 Includes general community 
and ESD/Community Stroke 
Team 

Bradford 5.5 506,800 92,000 General community  

Leeds 6.6 750,000 113,636 Community stroke, 
neurology, LD 

Table 8: Community ASLT service provision comparator areas    
These comparators suggest that for the size of the city Leeds has  less ASLT resource 
than in these other cities. It is understood that Leeds is the only area in the country that 
does not have a community service accessible by any adult living in the  area. 

3 Assessment of current service provision 

3.1 Background 

Assessment of the current service was based on a review of local documentation and 
structured interviews with a range of stakeholders including service managers, hospital 
clinicians and GPs, NHS and ASC commissioners and third sector service providers. In 
total 16 interviews were undertaken (See Appendix 2 for details of interviewees). Their 
focus was on establishing perspectives on the current strengths and areas for improvement 
of ASLT services and views on their vision for services in the future and what changes 
could be made to improve things.  The emerging findings from these interviews were tested 
at the first strategic workshop (February 2012) as part of a confirm and challenge exercise. 
The programme for the Strategic Workshop, list of attendees and write up is included at 
Appendix 3.  

 The findings presented were strongly supported and enhanced through the discussion. At 
the event two service users and a carer gave their personal perspective on services which 
has added to the richness of the overall service assessment.  

3.2 Service strengths 
The ASLT service  is perceived as starting from a position of strength.  It has a dynamic, 
dedicated, motivated and experienced staff team who are open to innovation. The ASLT 
staff are well regarded and recognised in both the hospital and community for the specialist 
skills and expertise they bring. In many cases staff are working as part of a multi 
disciplinary team and their contribution is highly valued.  There is a perceived benefit in a  
service management that  covers the whole of the patient pathway across hospital and 
community settings. Leadership is seen as strong and ready to take the initiative.  From a 
clinical perspective governance and supervision arrangements are seen as robust and 
effective. 
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The service has been effective in securing additional external funding to enhance the local 
service. This has included three year project funding from Macmillan for a specialist Head & 
Neck Rehabilitation service to facilitate early hospital discharge and prevent readmission.  
This will allow Leeds to be fully compliant with NICE Guidance ( Head & Neck Cancer and 
Guideline 32 Nutritional support in Adults) and Peer Review for this part of the pathway. In 
addition other funding from MacMillan has been secured for additional posts in the Head 
and Neck inpatient service to help address the complex caseload of this team. Funding has 
been provided by NHSL to develop stroke services in the community making it fully 
compliant with NICE guidance. 

The service has been proactive in establishing a range of specialist and innovative clinics 
and services supported, in some instances, by high tech equipment secured through 
funding bids. This has included for example: 

• FEES Clinics (Fibreoptic Endoscopic Evaluation of swallowing); 

• Video fluroscopy  outpatient service to take the pressure off acute provision; 

•  ENT Reflux clinic accounting for 25% of the ENT caseload and now expanding into 
respiratory; 

• Awake Craniotomy which assists in limiting damage to language centre during 
surgery; 

• Aphasia2 (communication breakdown post stroke) Computer Therapy Clinics . The 
initiative is designed to be expanded into a Telehealth service  

• On line google groups to support carers of Aphasic patients. 

 All of these have significantly enhanced the service on offer, setting it in some respects at 
the forefront of  specialist SLT services. 

The development of partnerships with other organisations has also allowed ASLT to extend 
the range of services on offer particularly in the community setting. This has included, for 
example, a partnership with Leeds ASC to provide dysphagia training in the 150 care 
homes across the city. Links have been developed with the third sector.  Developments 
include close working with Speakability and speak with IT on aphasia computer therapy 
and communication work through a joint community aphasia support group and 
communication cafe with the Stroke Association who also now input via an honorary 
contract directly onto the Stroke Rehabilitation wards. Independent sector funding has been 
secured for a year for a  Reflux Clinic Audit. 

 Collectively these developments illustrate the opportunities available for ‘spreading’ ASLT 
expertise beyond the traditional input of qualified SLTs. 

3.3 Service Issues – Accessibility 

Whilst progressing and developing in some areas the ASLT service in Leeds has a 
fundamental problem of inequitable access and a high level of unmet need. Patients are 
not being seen in a timely manner or not at all. This is evidenced by: 

• There is no direct access to a community based service for GPs and other 
community staff (except 0.5wte in East Leeds). To access SLT GPs must refer to an 
LTHT consultant or admit to hospital if nutritionally compromised; 

• SLT outpatients are only accepted from LTHT consultant teams and ASLTs; 

• The inpatient service is currently provided only to certain specialties  so some 
specialties have no or virtually no access. The biggest gaps are currently seen as 

                                                
2 Aphasia – Characterised by partial or total loss of ability to communicate verbally or use written words 
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ICU/MAU and oncology. This results in  clinical risk and compromised patient 
outcomes; 

• An audit undertaken in 2010 suggested that the service is only meeting a quarter to 
a third of actual need;  

• There is no service available for those receiving palliative care at home and a lack 
of capacity to outreach to hospices and care homes; 

• There is no mental health ASLT service for either in patients or those living in the 
community (LYPFT are now intending to establish a post); 

• The learning disability service is only able to assist those at the extreme end  of 
needs. There is a significant need for communication work with people with 
challenging behaviour but this cannot be delivered due to a focus on swallowing;  

• Leeds residents who receive their inpatient care outside the city in neighbouring 
Trusts e.g. Bradford, York etc are unable to then receive any ASLT rehabilitation 
following discharge as they are not under the care of an LTHT consultant. Patients 
are not informed of this when choosing their treatment site; 

• There is  a large group of frail elderly people living in the community, often with 
dementia and other long term conditions, with no access to a service; 

• There are a set of ‘rules’ which limit LTHT consultant access to the ASLT service; 

• There is a lack of sufficient support, education and training to other professionals 
and awareness raising with service users and carers ; 

• There is no on call system so delays in assessment for swallowing occur particularly 
over weekends; 

• There is a lack of understanding across professionals, service users and carers on 
care pathways, how to access services and what is on offer. 

The lack of access to ASLT in Leeds detailed above has a significant impact on patients, 
professionals and the use of health and social care resources:  

• Waits for assessment result in increased lengths of stay, impact on malnutrition, 
dehydration, and on appropriateness of patient care; 

• The lack of a community service results in higher rates of chest infection, 
malnutrition, dehydration, increased rates of hospital admission and antibiotic use; 

• Due to the priority given to swallowing and the lack of a community service people 
with communication difficulties are not receiving the support they need to assist in 
their daily living; 

•  Patients are being place on and retained on enteral feeds, particularly in care 
homes, who could potentially be fed orally. This leads to an increased risk of 
infection for the patients and increased costs to the system; 

• There are some long waits  for ASLT outpatients and readmissions to hospital 
occur due to a deterioration or exacerbation of the condition whilst people are 
waiting; 

• Patients are retained longer than is necessary within ASLT outpatients because of 
a perceived risk as there is no route back into the service once discharged other 
than through a consultant referral, this impacts on waiting times;  

• Some patients (e.g. in ENT) are being retained and seen in consultant outpatients 
due to a lack of access to ASLT; 

• GPs and others are referring to LTHT consultants as a route to ASLT; 
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• The service focuses on the most complex cases and there is a potential for an in 
balance between tertiary and secondary care access;   

• Priority and focus is given to swallowing work to the detriment of communication 
work and there is no community service to pick this, often longer term, work up; 

• On the wards a series of work arounds are put in place by nursing, dietetic and  
medical staff (e.g. making an informed ‘guess’ on modified textured diet required). 
This can result in clinical risk and compromised patient outcomes; 

• There is patient and family distress and complaints when they are told they cannot 
be seen by an SLT as the service is not funded for their ward / speciality. 

• Issues of safeguarding have arisen due to a lack of ASLT input on swallowing and 
feeding with instances of inappropriate feeding by patients and relatives; 

• People are being disadvantage under the Mental Capacity Act as they are unable 
to communicate their wishes, for example in preparing advanced directives; 

• Important decisions on patient care which might be very different if SLT 
assessment were available  ( e.g. provision of aggressive chemotherapy rather 
than palliative care);  

• Family and carers can feel excluded and not involved in the patients care due to a 
lack of information and the timing / availability of the service.  

3.4 Service issues – Hospital 

Some interviewees commented on the low profile Allied Health Professionals (including 
SLTs) had within LTHT, that their importance and added value was not recognised and that 
they had no advocate at Trust Board level. Given the breadth and scale of the Trust 
agenda this means that it is difficult to get the issues associated with SLT aired and 
recognised at the highest levels. At the same time management of ASLT was not seen as 
being visible within the hospital setting.  

The inter provider agreement put in place in 2011/12  and specifying the level of service to 
be provided to particular services  largely reflects custom and practice. At the time detailed 
work was not undertaken to review how best to deploy the limited resource in the hospital 
to meet current priorities. The inter provider is thus considered by LTHT not to be fit for 
purpose.  There is no overall plan for the hospital service or alignment with the Trust vision. 
However, within the areas in receipt of a service this is based on risk and clinical need. 
There is a lack of performance information on the service (evidenced through the difficulties 
encountered in this review) for LTHT that would allow them to understand deployment 
relative to need and thus an ability to flex to meet variable demand. There is a perceived 
lack of flexibility on bandings and skill mix. and a lack of dialogue on this. However, over 
the last two years as vacancies have arisen the ASLT service has sought to lower 
bandings.  

The SLT staff group is predominantly younger females and in recent years at any point in 
time will have a number of staff on maternity leave. The budget is insufficient to allow for 
back fill meaning access for specialties can be significantly reduced for considerable 
periods. In addition access issues are aggravated by a lack of administrative support (0.8 
WTE across the service). Specialist staff are spending a significant proportion of their time 
undertaking basic admin tasks, organisation of clinics etc. The service estimates that 
currently only 50% of SLT time is spent on direct patient care and lack of admin is one of 
the things that contributes to this.  
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3.5 Service issues – Community 
The SLT service and its management is seen as hospital orientated by those working in 
other disciplines in the community. It is considered that insufficient credence is given to 
initiatives and developments in the community and that these would benefit the SLT service 
overall.  There is a strong view that there is a lot of knowledge and expertise in community 
services and in the third sector that is not being tapped into by ASLT. A common refrain 
was ‘they need to get out here, find out about life outside the hospital and see what really 
can be done’. For example, learning disability SLTs excel in communication needs / aids / 
expertise with users with limited capacity which could be shared with and be of benefit to 
other SLTs. 

Professionals, service users and carers are confused on pathways and how to get support. 
This results in wasted time, people not getting the service that is available, inefficiency and 
cost. There is a strong desire to see pathways ( across hospital and community) made 
explicit with clarity on what happens when and why. 

Of particular concern in the community is the lack of a service to Care Homes. Residents 
are seen as an extremely vulnerable group who are being neglected. In Nursing Homes 
there are people on enteral feeds who are not being assessed when entering the home or 
reviewed. Potentially some are on feeds for the rest of their life when they could safely 
move to oral feeding. Enteral feeding is associated with increased hospital admission due 
to PEG site infections and feeding tube failure. Enteral feeds are very costly for the health 
economy. There is an equivalent concern for people with a learning disability in homes in 
the independent sector. 

Whilst patients in hospital receive the SLT care required to meet their acute needs  many of 
those in the community will have longer term needs but there is no longer term support 
available. In particular the needs of people with communication difficulties and voice 
problems are not being addressed which has a significant impact on the quality of their 
daily lives. There is a huge unmet need but this is difficult to assess as GPs currently have 
no access to the service. 

3.6 Issues – Management arrangements 
The fact that the ASLT management covers the whole system from acute hospital services 
to those provided in the community both by SLT and its partners is seen as a strength and 
some would say is ahead of its time. It does however create a dilemma. Management is not 
seen as part of the community but at the same time is not visible within the hospital. The 
arrangement  creates difficulties for the commissioner NHSL to performance manage the 
service as, in terms of the majority of the service it does not hold a direct contract with 
LTHT. It is also not easy for hospital management . The LTHT manager who holds the 
budget and is responsible for the inter provider contract is accountable for what happens in 
the hospital but is not responsible for and has no direct control over the ASLT service. They 
are thus in a position of accountability without control. 

There is also some fragmentation of service and management. The two staff who provide a 
service to people with a learning disability are currently being managed within children’s 
services within LCH. 

3.7 The outcome 
Due to the issues raised in the previous sections then a number of outcomes result which 
can be summarised as : 

Compromised patient outcomes 

Lack of timely SLT input means that the outcomes for patients are not always the best 
possible. It can result in malnutrition, dehydration, chest infection and increased morbidity 
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Clinical risk and patient safety 

 Dysphagia is a high risk area as correct advice is critical for patient well being. In 
undertaking work arounds  other clinical staff are exposing themselves to risk and there are 
issues of patient safety 

Non compliance 

There is a failure to comply with a range of NICE and other clinical guidance in the areas 
of:  

• Dementia; 

• Rehabilitation after critical illness; 

• Multiple Sclerosis; 

• Improving outcomes in Head and Neck Cancers; 

• Parkinson’s Disease; 

• Improving Supportive and Palliative Carer for Adults with cancer; 

• Nutritional support in adults. 

Inefficiency and cost 

Pathways are long and can be convoluted with professionals trying to navigate a system 
and secure access for their patient through any route possible. Time and energy is spent 
simply trying to secure a service for those in need. There are unnecessary admissions, 
readmissions and use of consultant slots. This all adds unnecessary cost to the system. 

Quality of life 

Of particular concern is the impact the lack of service can have on a person’s quality of life. 
The things that most people take for granted. This includes: 

• Being able to communicate on a daily basis with family and friends; 

• Ability to maintain employment; 

• At end of life to be able to say those things to their loved ones that need to be 
said; 

• Ability to participate in making  choices about their care and life; 

• To eat an ordinary meal. 

4 Vision for the future   

There is a consistent view across the service and stakeholders of their overall vision for 
ASLT in the future. The key features of this can be described as: 

• Providing access to care for those with a need across all settings; 

• A  service that is timely and responsive; 

• Having streamlined, shorter care pathways across hospital and community 
with the patient at the centre;  

• A service that takes a holistic approach, communicates  with patients and 
treats them  as adults; 

• SLT input being provided where it can best add value to the pathway; 

• Targeting specialist SLT resource  to those with high level needs; 
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• Providing care closer to home with work undertaken in community settings 
and in the home (where a more informed assessment can generally be 
achieved); 

• Staff working in multi disciplinary teams in hospital and integrated working 
with other community services and the third sector; 

• A service that gives as much away as possible - Sharing skills with other staff 
groups to provide support and pass over any care that can be safely 
provided by them;  

• Education and awareness raising with generic staff, service users and carers 
to improve patient care and the timeliness and appropriateness of referrals to 
SLT, enabling others to perform SLT tasks wherever possible ( within a 
competency framework); 

• Making best use of technology both high tech and low tech ( e.g. 
ipads);Making best use of volunteers and willing carers to maximise the 
resource available ;  

• Providing communication and language skills support as an aid to improving 
quality of life ( to be seen as important as swallowing); 

• The availability of a range of long term support in the community; 

• Informed professionals, service users and carers who have clarity on 
pathways, access to them, what is on offer and what will happen; 

• Inputting into the broader health promotion – prevention agenda; 

5 A prototype systems model for ASLT 

5.1 Systems modelling 
The brief for the ASLT review included the requirement to develop a systems model  for 
ASLT in Leeds. Systems models look at the linkages between steps along a care pathway 
and how changes to any one step may affect the others and the outcome of the whole 
system (patients and services). The assessment of the current system for ASLT in Leeds 
has identified the lack of clarity on pathways, lack of pathways covering the whole system 
(hospital and community) and the idiosyncrasies that result (e.g.  referrals to consultant  
being used as a route to secure an outpatient SLT appointment). 

ASLT is in itself not a care pathway.  It is part of an overall care pathway for particular 
conditions (e.g. stroke) from crisis onset to recovery or end of life for people. It is currently 
delivered in one or more settings and with differing degrees of consistency (referral rules, 
boundaries etc). For the purposes of the review, following discussion with the Steering 
Group, four care pathways that have ASLT input have been considered: 

• ENT 

• Head & Neck 

• Stroke 

• Long Term Conditions – taken as  General Medicine, Care of the elderly, Brain & 
CNS, MND, neuro surgery, acute neurology, neurology rehabilitation 

5.2 The Dynamic Hypothesis 
The diagram below developed from work at the first workshop, discussion with senior staff 
and refinement at the second workshop represents a hypothesis of the current dynamics 
of a care pathway that includes receipt of ASLT.   
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 Figure 1: Dynamic hypothesis of ASLT service map and influencers 
 

It illustrates patient flows, system constraints (e.g. SLT capacity) and influencers (e.g. 
waiting times). The flow of patients through the care pathway is influenced by SLT 
capacity, waiting times and level of unmet demand. Hospital capacity constraints lead to 
increased lengths of stay. The extent of unmet demand and waiting times influences the 
risk of hospital admission. 

5.3 Long Term Conditions SLT model – an exemplar 
Based on the schematic described above a computer simulation model has been 
developed for SLT for Long Term Conditions. Long Term Conditions has been used as an 
exemplar as it has been identified as one of the major areas of unmet need and service 
gaps. (Stroke has been excluded from LTC as it is considered this pathway is now well 
resourced following recent increased funding to establish the CST). The model is a 
prototype that could be scaled to other areas and will provide learning which is more 
broadly applicable. The model was developed based on the map of services and refined 
after a detailed review by senior SLT staff and Steering Group members. The model was 
demonstrated at second stakeholder workshop and participants had the opportunity to 
comment on the model, its assumptions and the implications of the model outputs. Full 
details of the workshop are included at Appendix 4. 

The model has been developed to address three modelling questions: 

• What impact can adding SLT community capacity have on outcomes for patients 
and system behaviour? 

• What opportunities are there to redesign hospital SLT to match supply and 
demand? 

• What will be the impact of shifting work from a hospital to a community setting? 

It simulates the impact on: 

• Caseloads ( community, hospital, outpatient) and capacity utilisation; 
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• Referrals, patients seen, capacity, waiting lists and times 

• Consultant outpatient slots required for SLT,  avoidable bed days,  hospital 
admissions and readmissions resulting from SLT input / lack of input 

The model runs over five years and has been populated with baseline information collated 
by the service on current referrals, caseloads, need for SLT, waiting times, and SLT input  
along with associated staffing capacity.    

The Tables below summarises the baseline data and estimates: 

 

Baseline Figures: Inpatient 

In patients with an SLT need per annum (estimate) 5000 

Referrals to inpatient SLT per week 15 

Caseload 50 

Caseload Capacity 50 

% staff hours available for direct patient care 50% 

WTE staffing 5.5 wte 

% requiring SLT in another setting following discharge from inpatient care 50% 

Of above % referred to SLT outpatients 97% 

% referred to community 3% 

Table 9: Inpatients baseline data and estimates  
 

Baseline Figures:  Outpatient 

Referrals to outpatients (including referrals from inpatient service and  new 
referrals direct to outpatients from community)  

55 per week 

Caseload 270 

Caseload capacity 270 

Number of patients on waiting list 68 

% staff hours available for direct patient care 50% 

WTE staffing 2.2 wte 

Table 10: Outpatient baseline data and  estimates  
 

Baseline Figures Community (East Leeds Service only) 

Referrals to community including those from inpatients & direct from community  4 per week 

Caseload 40 

Caseload capacity 40 

Number of patients on waiting list 8 

% staff hours available for direct patient care 50% 

WTE staffing 0.5 wte 

Table 11: Community baseline data and estimates  
In addition to the above information a number of assumptions have been made in relation to 
the impact of ASLT. These have been based on discussions with the service and available 
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research. A conservative approach has been taken to these given a lack of robust evidence. 
They are  as follows: 

• In patients with a need for SLT not referred, or patients referred but not seen due 
to no spare capacity at the time of referral, both stay as inpatients for 2 days 
longer than those who are seen; 

• All new SLT outpatient appointments (i.e. excluding those referred on from in 
patients) take up 3 consultant slots (1 new and 2 follow up); 

• Priority is given to new direct community referrals to outpatients or community 
SLT over former inpatients who are referred to outpatients or community SLT for 
further SLT input 

• Outpatient and community SLT input will result in a proportion of patients not 
being admitted as an inpatient:  

o 10% of new SLT interventions in outpatients or community will result 
in a saved hospital admission3 

o 10% of SLT interventions with patients referred on to outpatient or 
community SLT after a period of inpatient SLT input will result in a 
saved readmission within 31 days, if the average waiting time for the 
further SLT service is below 2 weeks at the time of the referral to 
outpatient or community SLT. 

On the basis of the information and assumptions detailed above the model projects the 
following baseline position, representing a ‘steady state’ equivalent to the current 
performance of the system: 

• 4400 patients seen by SLT per year4; 

• 4800 consultant outpatient slots per year taken up by SLT patients; 

• 4800 inpatient bed days per year which could be avoided with more SLT input; 

• 177 admissions per year saved through the intervention of SLT; 

• 0 readmissions per year saved through SLT interventions.  

5.4 Modelled scenarios 
Based on the modelling questions identified in Section 5.3 the model can be used to test 
the impact across the whole system of alternative scenarios. It allows the simulation of: 

• Adding capacity in inpatient and / or community settings; 

• Increasing referrals to inpatient, outpatient and community settings; 

• Switching a proportion of work from outpatient to community settings; 

• Increasing the productivity of SLT staffing. 

All these options can be applied singly or in combination and the timescale for 
implementation can be varied for each change. 

The prototype model has been used to simulate four initial scenarios: 

                                                
3 Assumption derived from An economic appraisal of speech and language therapy: Final Report 
December 2010, Matrix, Kevin Marsh, Evelina Bertranou, Heini Suominen, Meena ,Venkatachalam 
4 If an inpatient goes on to receive outpatient or community SLT as a follow-up to treatment received as 
an inpatient, he or she is only counted once in this total. 



18 
 

1. Increasing community staffing, improving productivity in all settings, and 
increasing inpatient and community referrals to maintain full capacity in inpatient 
and community SLT; 

2. Increasing hospital staffing, improving productivity in all settings, and  increasing 
inpatient and community referrals to maintain full capacity in inpatient and 
community SLT 

3. Shifting activity from hospital outpatients to a community setting, along with 
associated staffing, improving productivity in all settings, and increasing inpatient 
and community referrals to maintain full capacity in inpatient and community 
SLT; 

4. Scenarios 1,2,3 combined; 

The details of the service changes associated with each scenario are detailed in the table 
below. With one exception, each scenario assumes that there is no change in the SLT 
input per patient (i.e. the average length of stay in service and the average input per patient 
per week). The exception is that in scenarios 3 and 4 it is assumed that patients moving 
from an outpatient to a community setting will receive the same level of input in the 
community as they would have received as outpatients. 

 

 Service change Timescale - 
within 

Scenario 1   

Increase in community SLT staffing + 4.5 WTE  12 months 

Increase in productivity - % of WTE available for patient 
contact in all settings 

From 50% to 
60%  

12 months 

Increase in community referrals + 40 per week  12 months 

Increase in inpatient referrals (to take up capacity freed 
through productivity gains) 

+ 10 per week 6 months 

Scenario 2   

Increase in inpatient SLT staffing  + 2.75 WTE 
(50% increase)  

 6 months 

Increase in productivity - % of WTE available for patient 
contact in all settings 

From 50% to 
60%  

12 months 

Increase in inpatient referrals + 40 per week ( 
80%)  

  6 months 

Increase in community referrals (to take up capacity freed 
through productivity gains) 

0 (negligible 
effect given low 
baseline) 

12 months 

Scenario 3   

Increase in productivity - % of WTE available for patient 
contact in all settings 

50% to 60%  12 months 

% of patients formerly referred direct to outpatients from the 
community who are now referred to SLT in the community 

75% 6 months 

% of former SLT in patients with continuing need referred to 
community SLT 

From 3% to 50% 6 months 

Switch staffing from outpatient to community 1.6 wte  6 months to 
reduce in OP and 
12 months to 
increase in comm. 
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 Service change Timescale - 
within 

Increase in inpatient referrals (to take up capacity freed 
through productivity gains) 

+ 10 per week 6 months 

Scenario 4   

Increase productivity - % of WTE available for patient contact 
in all settings 

50% to 60%  12 months 

Increase in inpatient  SLT staffing  + 2.75 WTE 
(50% increase)  

12 months 

Increase in inpatient referrals + 40 per week    6 months 

Increase in community SLT staffing + 4.5 WTE 
(excluding staff 
switched from 
OP to 
community) 

12 months 

Increase in community referrals + 40 per week  12 months 

Switch staffing from outpatient to community 1.6 WTE  6 months 

% of patients formerly referred direct to outpatients from the 
community who are now referred to SLT in the community 

75% 6 months 

% of former SLT in patients with continuing need referred to 
community SLT 

From 3% to 50% 6 months 

Table 12: Scenario service interventions 

5.5 Outputs - Capacity and waiting times 
The descriptions below refer to the outputs of the system once all the changes outlined 
above have been fully implemented and the system has reached new ‘steady state’ 
equilibrium. 

5.5.1 Scenario 1 
Scenario 1 results in an additional 2,600 patients being treated per year (a 60% increase 
on the baseline position) and the elimination of waiting lists for community and outpatient 
SLT services. Community services now have the capacity to support 44 referrals per 
week compared with 4 previously. Due to increases in productivity the inpatient service 
also has capacity to support an additional 10 referrals per week a 20% increase on the 
baseline position.  

5.5.2 Scenario 2 

Scenario 2 results in an additional 2,080 patients per year being treated, an increase of 
45%. Inpatient services can now support an additional 40 referrals per week bringing the 
total to 90. However, increasing inpatient activity results in this scenario in an increase of 
referrals from inpatient to outpatient SLT, with no associated increase in outpatient 
staffing. This in turn results in a massive outpatient waiting list. By the end of year two  the 
projected output shows around 750 former inpatients waiting for an outpatient 
appointment, with an average waiting time for these patients of 5 months. 

5.5.3 Scenario 3 
Under scenario 3, at the end of year five, an additional 520 patients per year are in receipt 
of treatment as a result of productivity improvements, an increase on the baseline of 12%. 
As in scenario 1, inpatient services are now able to support an additional 10 referrals per 
week. The shift of outpatient activity and staffing to community does have a negative 
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impact in the shorter term on outpatient and community waiting lists and times. Inpatients 
waiting for an outpatient appointment rise to a peak of 170 by the end of year one (with a 
peak waiting time of 11 weeks) but then start to fall reaching zero by the end of year four. 
For the community service the number of former inpatients waiting reaches a peak of 360 
after eighteen months, with a peak waiting time of over 3 years in the short term, but then 
is quickly eliminated over the following eighteen months.  This peak results from the 
differing timescales for reducing outpatient staffing (within 6 months) and the staff being 
fully operational in the community ( within 12 months). The waiting times and numbers 
waiting under scenario 3 are illustrated in the figures below. 

 

 
  Line 1: Former inpatients waiting for outpatient SLT. Line 2: New outpatient waiters  
  from the community’ Line 3: Former inpatients waiting for community SLT, Line 4:  
  Direct referrals from community  for community SLT 

Figure 2: Scenario 3: Numbers waiting for SLT 
 

 
  Line 1: Former inpatients waiting for outpatient SLT. Line 2: New outpatient waiters  
  from the community’ Line 3: Former inpatients waiting for community SLT, Line 4:  
  Direct referrals from community  for community SLT.  

Figure 3: Scenario 3: Average waiting times for patients waiting for 
outpatient and community SLT service 

5.5.4 Scenario 4 
The increased staffing in community and inpatient services, activity shift and productivity 
gains result under scenario 4 in an increase of 3900 (90%) in the number of patients 
treated per year.  Inpatient services have capacity to accept a further 40 referrals a week 
as in Scenario 2.  The additional 40 direct referrals to community services modelled in 
Scenario 1 are combined with the referrals shifted from outpatient to community, and 
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when added to the baseline result in a total of 80 referrals per week. As with Scenario 2, 
there is an increase in outpatient and community waiting lists and waiting times. However, 
unlike in Scenario 3, these are not eventually brought back into control and continue to 
rise over the five year period. Increased volume of inpatient referrals (as in Scenario 2) 
leads to increased flow into outpatient SLT, whereas the shift in staffing from outpatient to 
community SLT (scenario 3) assumed only a small increase in flow from inpatient to 
outpatient  from the extra inpatient capacity freed up through productivity gains. 
Outpatient capacity is therefore insufficient to manage the flow of new referrals. At the 
same time, the total increase in community staffing (scenario 1, plus shifted staff in 
scenario 3) is also based on only a small level of increased inpatient business and the 
higher levels taken from scenario 2 again result in an uncontrolled waiting list for 
community SLT. 

The figure below illustrates the increases in resulting waiting lists and waiting times: 

 
  Line 1: Former inpatients waiting for outpatient SLT. Line 2: New outpatient waiters  
 from the community’ Line 3: Former inpatients waiting for community SLT, Line 4:  
 Direct referrals from community  for community SLT 

  Figure 4: Scenario 4 Numbers waiting for SLT 
 

 
 Line 1: Former inpatients waiting for outpatient SLT. Line 2: New outpatient waiters  
 from the community’ Line 3: Former inpatients waiting for community SLT, Line 4:  
 Direct referrals from community  for community SLT. 

  Figure 5: Scenario 4: Average waiting times for SLT 

5.5.5 Scenario 5 

Using the intelligence gained from running scenarios 1-4 a fifth scenario has been 
developed. This is comparable to scenario 4 but with two variations. The staffing shift 
from outpatients to community is set at 1.2 wte (Scenario 4 = 1.6 wte) and the number of 
new community referrals is set at 32 (Scenario 4 = 40).  These changes  have the effect 
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of balancing the system so that it is optimised for the modelled level of staffing increases 
in inpatient and community services, and the modelled proportion of business shifted from 
outpatient to community SLT. In this scenario, all waiting lists are eliminated once system 
changes have been fully implemented, and average waiting times are maintained at 
acceptable levels - after year three, average waiting times in all categories are below two 
weeks. Under this scenario an additional 3,740 patients are treated.  

 
 Line 1: Former inpatients waiting for outpatient SLT. Line 2: New outpatient waiters  
 from the community’ Line 3: Former inpatients waiting for community SLT, Line 4:  
 Direct referrals from community  for community SLT 

  Figure 6: Scenario 5 Average waiting times for  SLT 
 

 
 Line 1: Former inpatients waiting for outpatient SLT. Line 2: New outpatient waiters  
 from the community’ Line 3: Former inpatients waiting for community SLT, Line 4:  
 Direct referrals from community  for community SLT 

  Figure 7: Scenario 5 Numbers waiting for SLT 

5.5.6 Scenarios 1 – 5 comparisons 
The figures below each illustrate the relative changes and impact of the five scenarios on 
staffing levels and total community waiting lists and waiting times. It is important to note 
that the relative timescales for phasing in staffing developments in the hospital and 
community based services impact in the short term on both waiting lists and average 
waiting times. 
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Blue: Baseline, Red: Scenario 1, Mauve: Scenario 2, Green: Scenario 3, Orange: Scenario 4,  

Purple: Scenario5 

Figure 8: Scenarios 1-5 Total SLT staff establishment 
 

 
Blue: Baseline, Red: Scenario 1, Mauve: Scenario 2, Green: Scenario 3, Orange: Scenario 4,  

Purple: Scenario5 

Figure 9: Scenarios 1-5 Total community SLT Waiting list 
 

Community waiting lists in scenarios 3 and 5 build in the short term as increased referrals 
flow into the system and staffing increases take time to reach full implementation. In 
Scenario 4, the increase is not able to be controlled as the volume of new referrals 
exceeds the long term capacity of the community service.  
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Blue: Baseline, Red: Scenario 1, Mauve: Scenario 2, Green: Scenario 3, Orange: Scenario 4,  

Purple: Scenario5 

Figure 10: Scenarios 1-5 Total Outpatient  SLT Waiting list 
Again, waiting lists in scenarios 2 and 4 are not able to be managed by the capacity of 
the outpatient service, as more inpatients are transferred to the outpatient service for 
further treatment with no additional staff establishment in outpatients in scenario 2 and 
with staff having been transferred to community in scenario 4.  

 

 
Blue: Baseline, Red: Scenario 1, Mauve: Scenario 2, Green: Scenario 3, Orange: Scenario 4, Purple: 
Scenario5 

Figure 11: Scenarios 1-5 Average waiting time for former inpatients moving to 
outpatients 

 

 
Blue: Baseline, Red: Scenario 1, Mauve: Scenario 2, Green: Scenario 3, Orange: Scenario 4, 
Purple: Scenario5 

Figure 12: Scenarios 1-5 Average waiting time for former inpatients moving 
to community 

The two figures above show the impact of each scenario on waiting times for former 
inpatients transferring either to outpatients or community SLT. If the average waiting time 
falls below 2 weeks (as can be seen, for example, in scenario 5 after about 78 weeks for 
inpatients moving to outpatient and after about 180 weeks for inpatients moving to 
community) then a proportion of the inpatients moving on are prevented from being 
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readmitted within 31 days. If average waiting time is above 2 weeks then no readmissions 
are prevented through further SLT in outpatient or the community. 

5.6 Outputs – hospital activity 

For each of the scenarios, based on the assumptions detailed in Section 1.3 the model 
has simulated the impact on: 

• Avoidable hospital bed days; 

• Hospital admissions; 

• Hospital readmissions; 

• Consultant slots used for SLT. 

The table below summarises the outputs for each scenario: 

 

 Scenario 

 Baseline 1 2 3 4 5 

Avoidable bed days 4800 3344 640 3760 225 308 

Hospital admissions avoided 
through SLT in OP/ 
community 

177 385 177 177 385 343 

Hospital readmissions 
avoided through 
OP/community SLT  

0 156 7 158 0 234 

Consultant slots used for 
SLT 

4797 4797 4797 1199 1199 1199 

Table 13: Scenarios 1 – 5 simulated changes in hospital activity 
This illustrates that the different scenarios with their underpinning assumptions have 
differing impacts on each category of activity. Additional investment in hospital inpatient 
SLT (modelled in scenarios 2, 4 and 5) has the potential to deliver significant reductions in 
avoidable bed days due to reduced length of stays but has no impact on admissions or 
readmissions. Investment in community services (modelled in scenarios 1, 4 and 5) can 
have an impact on hospital activity reducing avoidable bed days and admissions to a 
degree. Switching activity and staffing from outpatient SLT to community has a significant 
impact on the use of consultant outpatient slots as a route to SLT. However, the figures 
illustrate that the greatest impact can be achieved under scenario 5 with increases in 
community and inpatient staffing, productivity gains and moving activity from an outpatient 
to a community setting. 

5.7 Costs / savings 
For each of the scenarios detailed above some indicative average costs have been 
applied, using information supplied by LTHT. These are not detailed costs but are 
provided to give a broad indication of net costs / savings of implementing the five 
scenarios. 
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Cost / saving £s 

In patient admission (PbR tariff) £2,500 

Readmission within 31 days (charge to LTHT) £2,500 

Consultant outpatient slot (PbR tariff) £250 new, £120 
follow up 

Marginal cost of a bed day to LTHT £250 

SLT 1 wte Band 7 mid point £43,000 

Table 14: Indicative costs 

Using these cost figures above in conjunction with the model outputs some indicative cost 
/ benefit calculations have been completed for each scenario. The figures in the table 
below illustrate the  savings  that potentially could be secured from implementation of 
each scenario and the additional staffing costs. 

 Scenario 

 1 2 3 4 5 

Commissioner tariff cost 
savings (IP admissions + 
OP slots) 

-£520k £0 -£588k -£1,108k -£1,003k 

LTHT cost savings (IP 
bed days + 
readmissions) 

-£754k -£1,058k -£655k -£1,144k -£1,708k 

Staffing Costs £194k 

(NHSL) 

£119k 

(LTHT) 

0 

(£69k 
LTHT to 
NHSL) 

£313k £313k 

Table 15: Potential indicative costs and  savings compared to the baseline 
The figures above suggest that there are potentially significant savings to be secured 
through investment in additional SLT.  The figures are however illustrative only. They do 
not include all potential costs (e.g. increasing productivity may require investment in 
admin staffing). Nor do they take account of potential costs or savings in the broader 
economy. For example: 

• Increasing SLT will have a knock on impact on the demand for radiology and 
dietetics; 

• Avoiding hospital admission and keeping people at home longer will increase 
costs for Adult Social Care; 

• Increasing SLT input into care homes could generate savings on enteral feeds. 

Achieving the savings may also prove challenging. For example, saving the costs of 
inpatient bed days will only be achieved if the savings are in specific wards / specialties 
where it is feasible to close beds.   

However, the potential cost benefits based on the model outputs and underlying 
assumptions provide an indication of potential and  a starting point  for further detailed 
work. 

5.8 In summary 

The outputs from the systems model for long term conditions ASLT provide a useful tool 
for assessing the impact across the ASLT system of differing service interventions. The 
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model can be used to give an indication of the quantified level of impact that might be 
achieved through the application of a quantified intervention (additional staffing, additional 
referrals, and increased productivity). It has illustrated very clearly that changing one part 
of the system impacts on other parts. For example, increasing in patient staffing and 
referrals increases the outpatient waiting list, whilst increasing community referrals and 
staffing results in reduced admissions. In taking forward the development of the ASLT 
service in Leeds the model thus shows the importance of the need to look at the system 
as a whole rather than stakeholders only considering their own bit of the system. The 
model outputs have also shown that combined changes (e.g. scenario 4, which combines 
changes from scenarios 1, 2 and 3) do not necessarily produce additive impacts. This 
means that careful consideration needs to be given to the precise combination of service 
change / development that might be implemented. 

The prototype model has a useful role to play here in allowing alternative assumptions to 
be tested out, and the impact across the system of alternative service interventions with 
regards to staffing, referrals and productivity. The model can also be used in other 
specialty areas. It is important however to remember that there is no ‘perfect’ answer to 
the questions of which aspects of service should be changed, to what extent and in what 
combination.  It does however provide a quantified basis for informed discussion. It is also 
a simulation model and not the real world and there will be a plethora of factors 
influencing the impact of increasing ASLT out with those reflected in the model. 

6 Recommendations 

6.1 Recommendations – introduction 

The overall purpose of the ASLT strategic review was stated as ‘to review care pathways 
across the health economy (both hospital and community) with a desire to improve quality 
by matching provision to need and utilising an expert workforce effectively across acute 
and community settings to deliver cost effective services’. From the assessment of current 
services set against the vision for future services and the learning from the development 
and application within long term conditions of the prototype systems model a number of 
recommendations have emerged.  

It will be important that these recommendations are addressed collectively by all 
stakeholders as the service assessment and modelling have clearly shown the 
interconnectedness of the different elements of service and setting. This will require clear 
leadership for the ASLT work programme proposed across the local health economy. 
Dedicated management resource will be required with the time and expertise to deliver a 
challenging programme of change along with non recurrent financing to support 
implementation.  There is also a need for a broader consultation on the findings and 
recommendations with public and patient involvement groups.  

6.2 Recommendations 
Commissioning, planning and performance 
 

a) There is currently no overall plan or service model (what is delivered where, to 
whom, how) for the delivery of ASLT within Leeds.  The pattern and nature of 
service delivery has developed historically with no assessment of the implication of 
each change on the system as a whole or on outcomes for patients. It is 
recommended that a strategic service plan should be developed for ASLT in 
Leeds, based on an integrated service model. The plan should be jointly agreed 
by the NHSL, CCGs, LTHT, and LCH. This will provide the basis for future 
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commissioning of ASLT by NHSL/ CCGs and for contracting arrangements with 
providers to secure the future delivery of ASLT to patients in Leeds. 

b) There are currently no explicit service standards for the ASLT service as a whole 
that set out what people can expect from the service. These will be required to 
underpin the service model. It is recommended that a clear set of service 
standards is developed and made explicit to referrers and service users. The 
ability to respond to individual variations in needs will always be important, but a 
view of what the ‘typical’ service user can expect will be important in enabling the 
service to identify and assess variations in the client base and/or individual practice.  

c) Current contractual arrangements with separate contracts / inter provider 
agreements  for community services and hospital  services detailing the wte 
provision in specific areas reflect the lack of overall vision, plan or specification for 
ASLT in the city. This is in turn reflected in the current inaccessibility and inequity in 
the system. The model has shown quite clearly the potential impact of changes in 
one part of the system on the rest.  It is recommended that a single service 
specification and contract is put in place by NHSL/CCGs for the provision of 
ASLT in all settings.  This specification needs to cover the full remit of ASLT work 
including both direct patient care and the broader rile in education and training and 
so forth. An agreement would then be required between LTHT and LCH on the 
detailed arrangements for hospital based provision. The contract would make explicit 
the ASLT services to be provided by LTHT from within tariff costs as part of its 
inpatient and outpatient service, and the ASLT services funded directly by NHSL / 
CCGs and provided in the community by LCH, and/ or other provider organisations 

d) It has become clear in undertaking this review that there is a singular lack of robust 
performance information on the ASLT service to allow for management of the 
service on a daily basis and to provide a platform to plan for the future. The 
assumptions used in the system model have included some based purely on 
individual and anecdotal assertions (for example, for the potential for bed days to be 
saved through SLT input for inpatients). Without robust data and a planned 
approach to performance management and service audit the service will not be able 
to assess its efficiency and effectiveness on an ongoing basis or monitor the impact 
of change on the SLT service or the wider system. It is recommended that a 
performance management system is put in place across the whole of the 
service as a priority, to begin to collect the intelligence required. An outline of the 
information requirements for such a system are given at Appendix 5. 

Developing community services 

e) The provision of ASLT in Leeds is currently inequitable with major service gaps. 
There is no material generic community service providing direct access for the 
residents of Leeds via their GP or other health professional. There is a particularly 
vulnerable group of frail older people in care homes and in the community often with 
other long term conditions to whom access to ASLT is denied.  This results in poor 
patient outcomes, avoidable hospital admissions and a failure to meet the longer 
term needs of people. There is no ‘right’ answer to how much additional community 
resource is required, but Leeds is at a very low level compared to other areas. 
Provision of 1 wte per 150,000 population (The basis for scenario 1) would offer a 
basic coverage as a minimum starting point. Provision of 1 wte per 100,000 
population would allow for both direct patient care and time for the sharing of 
information, education and the passing on of skills to others. (See Recommendation 
n)).  It is recommended that new investment be prioritised to provide funding 
equivalent to, as an absolute minimum,  an additional 4.5 wte community ASLT 
staff to focus on people with long term conditions. The precise skill mix of the 
additional staffing  would need to be determined within this funding allocation to 
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maximise service coverage whilst ensuring staff have the appropriate skills to meet 
the complexity of needs. It is further recommended that the new community 
staffing is linked to the integrated health and social care community teams 
that are being implemented in Leeds. 
In addition to the improved equity and outcomes for patients, the outputs from the 
system model suggest that this change could (assuming that the assumptions of the 
impact of community SLT on hospital admissions are realistic) result in savings both 
for NHSL and the CCGs as commissioners and for LTHT in terms of avoidable bed 
days occupied by people with an SLT need. 

f) Care homes have been identified as a particular area of concern in terms of the 
vulnerability of the client group, lack of input and issues associated with enteral 
feeding (cost and unnecessary use). There are also concerns around support to 
hospices, independent residential units for people with a learning disability and those 
at home with palliative care needs.   It is recommended that in investing in and 
developing a community service explicit account is taken of the requirements 
of people living in care homes, those in hospices, receiving palliative care at 
home and in learning disability residential units. 

g) The lack of resources to support people with communication needs has been 
identified and the impact this can have particularly on quality of life. It is 
recommended that in developing community services appropriate account is 
taken of balancing the often prioritised needs of those with swallowing 
problems with the longer term needs of people with communication needs. 
 

h) ASLT is currently provided in three settings – inpatient, outpatient and community.  A 
general consensus has emerged for the service to be redesigned around a hospital 
and a community service.  It is recommended that the default location for the 
delivery of ASLT for patients referred direct from the community or for former 
inpatients with a continuing need for SLT after discharge should be the 
community, unless there is a specific need for specialist equipment or MDT team 
input that can only be delivered in a hospital outpatient setting.  This would meet the 
objective of providing care closer to home and facilitate the development of a robust 
community service 

i) The limited community based service has been fragmented with very small 
allocations of staff to specific areas (e.g. YAT, CRU, Community). This is inefficient 
and there is no ability to flex the staffing compliment to match varying levels of 
demand.  This results in long waiting lists and times from relatively small changes in 
referrals. Building on the very recent creation of a community neurology team  it is 
recommended that these SLTs  and East Leeds ASLT staff resources are 
merged into a single team along with additional community investment ( 
Recommendation e)  to provide a general service to adults in the community  

j) Currently SLT staff working with adults with a learning difficulty are hosted by LYPFT 
and managed as part of the paediatric SLT service in LCH. There seems no logic to 
this link with paediatric services. These staff have  a wealth of experience in working 
in the community and with people with communication difficulties  which would be of 
benefit across the broader ASLT team.  It is recommended that management of 
the adult learning disability SLT service is moved to the ASLT team manager 
and that the staff are linked to the developing community service. 
 

Services for inpatients 
k) There is no overall plan for the hospital service and a lack of flexibility to match 

supply with demand on a real time basis.   Deployment of ASLT staff in LTHT is 
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largely based on custom and practice enshrined in the inter provider agreement. It is 
recommended that the deployment and skill mix of ASLT within LTHT is 
reviewed in order to ensure the capacity of the specialist skilled staff available 
is utilised to maximum effect and that prioritised needs are met within the 
available resource. 

l) LTHT is seeking Foundation Trust status and in doing so taking forward a major 
programme of work (Managing for Success)  to achieve this. The modelling has 
indicated, based on a set of assumptions on  potential  impact,   how increasing 
access to SLT in the hospital can reduce significantly avoidable bed days.  In 
addition, the impact of investment in community ASLT on admissions, readmissions 
and use of consultant slots for SLT has been illustrated. It is recommended that 
the intelligence from the modelling work is used by LTHT as a basis for more 
detailed work on how ASLT can contribute to the achievement of the Managing 
for Success  agenda. 

m) The inpatient service is currently managed in three teams but with staff specifically 
identified for particular wards / specialties. Whilst this allows for MDT working and 
the development of relationships it does not necessarily make the best use of scarce 
resources when they are split into such small units. It is recommended that as part 
of the review of LTHT staff deployment a move towards a broader generic 
team is implemented whilst ensuring specialist expertise is retained.  

The system model developed in the course of this work has assumed a single SLT 
team for people with long term conditions. Removing existing demarcations between 
staff dedicated to specific wards or conditions is more likely to enable improvements 
in staff productivity, as well as providing the opportunity for staff to share expertise 
and build their education role 
 
Skills, education and learning 

n) Consistently throughout this review there has been a request from specialties, 
services and teams from across the hospital and community settings for the sharing 
of information, education and the passing on of skills (and potentially some of the 
work load) to other professionals, generic staff, the third sector and users and 
carers. It is recommended that a programme is established to raise awareness 
and expand the knowledge and skills of others by ASLT to improve patient care 
and maximise the resource input available.  

o) The ASLT service is predominantly staffed by experienced and well qualified 
members of staff. To date only little use has been made of SLT assistants. It is 
recommended that there is a review of the skill mix of staff in all settings 
relative to caseloads to identify opportunities for skill mix and potential productivity 
gains.  

p) The ASLT service is perceived as hospital focused and not making best use of the 
knowledge and expertise available in other community services and the third sector. 
It is recommended that ASLT management and staff develop links with other 
wider community services to share learning and expertise. 

6.3 Work Programme 
The high level actions needed to take forward these recommendations in the short   term 
are identified in Appendix 6. This plan represents the start of a process of implementation, 
evaluation and service development. Further detailed work will be required to develop this 
into a fully fledged programme of work. It does not necessarily include all the detailed 
ideas for specific initiatives and actions identified through the interviews and engagement 
events. These however are all captured in the event write ups and overheads of the 
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events and can be used by specific teams and organisations to begin to progress some of 
the smaller scale practical changes and developments proposed.  

As indicated previously taking forward this work programme across the health economy 
will require clear leadership and dedicated management resource and expertise. 

6.4 Next Steps 
This review has undertaken an assessment of current ASLT services in Leeds and used 
systems modelling to develop a prototype model for ASLT using long term conditions as 
an exemplar. Whilst the model has provided useful intelligence it is important to recognise 
it is not the ‘real world’ and many factors will influence the extent to which provision of 
SLT can impact on hospital activity and the patient experience. In addition, whilst potential 
savings and costs have been identified these are illustrative and further detailed work is 
required to quantify these further and assess the extent to which they could be achieved.  
The model however does provide a quantified framework as a basis for further discussion. 

Based on the intelligence from the assessment and model a series of recommendations 
have been made for the redesign and development of ASLT and the basis of a work 
programme to take the recommendations forward in the short term proposed. The work 
has emphasised the importance of taking a whole systems approach to ASLT and it is 
essential that this is recognised and adopted in taking forward the findings of the review. 
The review report will be presented to the NHSL Transformation Board. Time and energy 
will be required from both commissioners and providers to take forward the findings and 
leadership across the system and management resource will be crucial for this. 

 


